INTRODUCTION
A total of 180 countries comprising 90% of the world's population have united under their ratification of the WHO Framework Convention on Tobacco Control (FCTC) to implement strong evidence-based measures to reduce the harms of tobacco use and of secondhand smoke. As measures to significantly reduce demand for tobacco products are implemented, strategies to assist smokers in quitting are gaining greater importance. FCTC Article 14 calls upon Parties to implement effective measures to promote adequate treatment for tobacco dependence 1 . To date, however, compared to other Articles from the FCTC, implementation of Article 14 has progressed slowly; indeed, Article 14 has been referred to as the 'neglected Article' [2] [3] [4] [5] . Previous research has suggested that concerns about high costs for cessation treatment could be an important factor for the low implementation rate in several countries, particularly low-income countries 3, 6 . However, a review has shown that there are several low-cost forms of treatment that can quickly be implemented 7 . One important first step to addressing the lack of progress on advancing support for cessation, as called for by Article 14 , is to assess the use of smoking cessation assistance across countries and jurisdictions. This would enable an assessment of whether accessibility affects use of treatments and whether use can be enhanced.
The most effective method to stop smoking is a combination of cessation pharmacotherapy (such as varenicline, cytisine, nicotine replacement therapy or bupropion) and behavioral support delivered face-to-face [7] [8] [9] [10] . A variety of other approaches to smoking cessation are available with modest evidence for effectiveness, such as electronic cigarettes (e-cigarettes), behavioral support provided remotely, (e.g. over the internet), and a range of other selfhelp interventions, such as books, leaflets or digital aids (e.g. SMS texting or smartphone-based interventions) [11] [12] [13] [14] [15] . In accordance with Article 14, evidence-based strategies for increasing quitting include the involvement of health care professionals in encouraging and assisting smokers in quitting, increasing availability and accessibility of cessation services, and integrating cessation services and cessation advice into existing health systems 16, 17 . However, implementation of these measures varies significantly across countries 3 . There are very few cross-country studies on the use of cessation aids. A study conducted by Borland et al. 18 among smokers from 15 countries participating in the International Tobacco Control (ITC) Project showed that use of cessation support by smokers was generally quite low. However, this study used data collected from 2006-2009, and included only five European countries (UK, Ireland, Netherlands, Germany, France). More recent research using the Eurobarometer has noted that only slightly more than one in four smokers in Europe in 2017 had used any form of smoking cessation assistance 19 . The study by Borland et al. 18 also demonstrates high variability in the use of cessation methods across countries, including European countries. For example, use of smoking cessation medication was reported by nearly 50% of smokers from the UK, but by less than 10% of smokers from Germany. This is likely as England fully reimburses the costs of cessation medication for some smokers whereas Germany does not provide reimbursement.
This article reports recent data on quitting activity, including quit attempts and intention to quit, and Tob. Induc. Dis. 2018;16(Suppl 2):A6 https://doi.org/10.18332/tid/98912 3 use of cessation assistance among smokers from eight European countries participating in the ITC Project: England, Germany, Greece, Hungary, the Netherlands, Poland, Romania, and Spain. In addition, we investigate whether there were differences in quitting activity and use of cessation aids between different sociodemographic groups (sex, income, education, age groups) in each country, as previous research has shown that smoking and cessation behaviors differ between these subgroups [20] [21] [22] [23] . Box 1 provides an overview of the different smoking cessation systems in 2016 in the European countries included in this study that are relevant for the current study. All countries had national guidelines for the treatment of tobacco dependence, and these guidelines were also widely used and disseminated, although dissemination was limited in Poland. Only England and the Netherlands had national mass media campaigns about smoking cessation implemented in 2016. Quitlines were available in all countries, except in Greece and only in a few regions in Spain. Cessation medication was reimbursed in the Netherlands, Romania, for some smokers in England, and in a few regions of Spain. All countries except Greece and Spain promoted cessation assistance, for example, by information that was printed on cigarette packs.
METHODS

Design and sample
We used data collected in 2016 from eight European countries participating in the ITC Project [24] [25] [26] : England, Germany, Greece, Hungary, the Netherlands, Poland, Romania, and Spain. The data from six countries -Germany, Greece, Hungary, Poland, Romania, Spain -were collected in the ITC 6 European Country (6E) Survey as part of the EUREST-PLUS Project, funded by Horizon 2020, which aims to evaluate the impact of the European Tobacco Products Directive and WHO FCTC implementation in the EU 27 . The data from England (urban, intermediate, rural) . Approximately 100 area clusters were sampled in each country, with the aim of obtaining 10 adult smokers per cluster. Clusters were allocated to strata proportionally to a population size with age 18 years and older. Within each cluster, household addresses were sampled using a random walk design. One randomly selected male smoker and one randomly selected female smoker were chosen for interview from a sampled household, where possible. Screening of households continued until the required number of smokers from the cluster had been interviewed. All interviews were conducted face-to-face by interviewers using tablets (CAPI), after written informed consent was obtained 30 . Individual response rates ranged from 70% in Germany to 93% in Hungary 30 . Ethics approval for data collection was provided for each national cohort by the corresponding local ethics committees.
Data from England were collected by the 2016 ITC Four-Country Smoking and Vaping Wave 1 (4CV1) Survey. This project is an expansion of the 2002-2015 ITC Four-Country (ITC 4C) Project 31 . The 4CV1 sample was designed to be as representative as possible of smokers (e.g. age and sex) and consisted of re-contacted respondents from the ITC 4C cohort and new respondents from online commercial panels. The sample comprised the following cohorts: 1) recontact smokers and quitters living in England who participated in earlier waves of the ITC United Kingdom Survey, regardless of e-cigarette use; 2) newly recruited current smokers and recent quitters (quit smoking in the past 24 months), regardless of e-cigarette use; and 3) newly recruited current e-cigarette users (use at least weekly). In sampling, quotas obtained from national survey data for region crossed with male/female were applied 32 33 . The nationally representative sample included 1318 who had also responded in Wave 9 and 378 new respondents recruited to replenish dropouts 34, 35 . The response rate was 67%. The survey was cleared for ethics by the Research Ethics Board of the University of Waterloo.
For the current study, we selected tobacco cigarette smokers age 18 years and older. Respondents were classified as smokers if they had smoked at least 100 cigarettes in their lifetime and were currently smoking cigarettes at least monthly. This resulted in the following sample sizes: n=3536 in England, n=1003 in Germany, n=1000 in Greece, n=1000 in Hungary, n=1136 in the Netherlands, n=1006 in Poland, n=1001 in Romania, and n=1001 in Spain.
Measurements
Quitting activity
We asked respondents who had ever made a quit attempt about their quit attempts in the previous 12 months. The Netherlands and 6E Surveys asked: 'Have you made an attempt to quit smoking in the last 12 months?' (yes/no). In England, smokers were asked: 'How many times, if any, have you tried to quit in the past 12 months?'; with response options: no attempt, one attempt, two attempts, three attempts or more. This was dichotomized into no attempt versus any attempt.
To measure intention to quit, we asked: 'Are you planning to quit smoking…'; with the following response options: 1) within the next month, 2) within the next 6 months, 3) sometime in the future, beyond 6 months, and 4) or are you not planning to quit? Use of cessation assistance Use of all cessation methods described below was only asked to smokers who had made a quit attempt in the previous 12 months.
First, we asked whether smokers had used any cessation pharmacotherapy during their previous quit attempt. The 6E Survey asked: 'Which of the following products and services did you use as part of your last quit attempt? 1) Any type of nicotine replacement product, such as patches, gum, mouth spray etc., 2) varenicline or Chantix™ or Champix, 3) bupropion or Zyban or Wellbutrin, 4) Cytisine, Desmoxan, or Tabex'. This was dichotomized into use of any versus none of the products. In England, we asked: 'Which of the following forms of help did you receive or use as part of your last quit attempt? 1) Any type of nicotine replacement product, such as patches, gum, mouth spray etc., 2) varenicline or Chantix or Champix, 3) bupropion or Zyban or Wellbutrin'. This was again recoded to indicate whether respondents had used any of the products versus none. In the Netherlands, we asked: 'Have you used any stop-smoking medications, such as nicotine replacement therapies like nicotine gum or the patch, or other medications that require a prescription, such as Zyban in the last 12 months?' (yes/no).
Second, we asked whether smokers had used a quitline. In the Netherlands, respondents were asked about the use of a telephone or quitline service in the previous 6 months, while smokers from the other countries were asked about the use of a telephone or quitline service as part of their previous quit attempt.
Third, we asked whether smokers had used the internet in the context of quitting, i.e. a website about quitting smoking. Smokers from the Netherlands were asked about use in the previous 6 months, while smokers from the other countries were asked about use of the internet as part of their previous quit attempt.
Fourth, we asked whether smokers had used local stop-smoking services such as clinics or specialists. Smokers from the Netherlands were asked about use in the previous 6 months, while smokers from the other countries were asked about use of the internet as part of their previous quit attempt.
Finally, we asked whether respondents had used an e-cigarette as part of their previous quit attempt.
Advice from health professionals
We asked respondents whether they had visited a doctor or health professional in the previous 6 months in the Netherlands, and the previous 12 months in the other countries. Respondents who answered 'yes' to this question were asked two follow-up questions.
We asked whether respondents received advice about quitting. In the Netherlands, this question was: 'During any visit to the doctor or other health professional in the last 6 months, did you receive advice concerning possible ways to stop smoking?'. In the remaining countries, this question was: 'During any visit with a doctor or health professional in the last 12 months, did you receive advice to quit smoking?'. Furthermore, we asked whether respondents had spoken about e-cigarettes with health professionals: 'On any visit to the doctor or health professional in the last 12 months, did the doctor or health professional talk to you about e-cigarettes?'.
Statistical analyses
Data were analyzed with SPSS 23.0. We analyzed data for each country separately and calculated percentages with 95% confidence intervals for proportions. We performed subgroup analyses according to sex, income, education, and age, by calculating percentages with 95% confidence intervals. All statistical estimates presented were weighted for sex and age to make the data more representative for the population of smokers in each country. More information about the methods, such as sampling design and weight constructions, can be found elsewhere 27, 30, 32, 35 . The 6E data were analyzed using the Complex Samples package to take the complex sampling design into account. Missing data were excluded on a case-by-case basis. Table 1 shows the percentages of smokers in each of the eight countries who reported their intention to quit, having made a quit attempt in the past 12 months and if so, whether they had used specific cessation methods (pharmacotherapy, quitlines, internet, smoking cessation services, e-cigarettes), and whether they had received advice about quitting from and talked about e-cigarettes with health professionals. There was substantial variation across countries in the percentage of smokers who reported making quit attempts: the highest was in England, where 46.3% of smokers reported making a quit attempt in the past 12 months; the lowest was in Hungary, where 10.4% of smokers reported attempting to quit in the past 12 months. The highest intention to quit within the next month was also found in England with 14.3%, while the lowest intention was reported by smokers from Greece, where 2.0% intended to quit within the next month.
RESULTS
Quitting behavior, use of cessation assistance and advice from health professional
Also, use of smoking cessation medication varied widely across countries. England was the country where smokers were most likely to report using smoking cessation medication as part of their previous quit attempt (16.1% of smokers); Greece was the country where smokers were least likely to report using smoking cessation medication (1.5% of smokers who had attempted to quit). Use of quitlines, the internet and smoking cessation services were in general low across all countries. The highest use of a cessation quitline was found in England (3.0%), while not a single smoker from our samples in Hungary and Spain used a quitline (no quitlines are available in Greece). Use of the internet in the context of quitting was again highest in England (10.9%), while no smokers from our sample in Spain reported using the internet for assistance in quitting. Use of smoking cessation services was also highest in England (8.4%) and lowest in Romania (0.2%). E-cigarettes were the most popular quit smoking aid used across all countries although the prevalence varied substantially across countries: it was highest in England (51.6%) and lowest in Spain (5.0%).
Smokers in Romania were most likely to receive advice from health professionals about quitting during a visit in the previous 12 months (56.5%); smokers in Poland were least likely to receive advice (20.8%). Few smokers reported being spoken to about e-cigarettes by health professionals across countries. This was reported most often by smokers from Hungary (9.8%), and least often by smokers from Germany (0.6%). A country ranking of the examined domains can be found in Supplementary Table S1 .
Subgroup analyses
We repeated the analyses by country for subgroups according to sex (Table 2) , income (low, moderate, high; Table 3 ), education (low, moderate, high; Table 4 ) and age (Table 5 ). There were no consistent patterns when the results for men were compared with the results for women. In England and Germany, more men than women had no intention to quit at all.
Furthermore, in England, more women than men used smoking cessation medication. In addition, in the Netherlands, more men than women reported having received advice about quitting from health professionals. Similarly, only a few clear patterns across income groups were identified. In England, more smokers with low income had no intention to quit at all than smokers with high income. In Greece and Hungary, more high-income smokers used e-cigarettes to quit smoking than low-income smokers.
There were several important patterns documented based on educational groups. In Hungary, fewer smokers from the low education group made quit attempts than smokers from the high education group. Furthermore, in England, Germany, Greece, and the Netherlands, low educated smokers were more likely to report having no intention to quit at all than more highly educated smokers. Moreover, in Greece and the Netherlands, low educated smokers were more likely to report having received advice about quitting from a health professional compared to higher educated smokers.
In Poland, more younger smokers made quit attempts than older smokers. Furthermore, in England, Germany, the Netherlands, and Spain, more older smokers reported having received advice about quitting from health professionals than younger smokers.
DISCUSSION
This study involving smokers from eight European countries showed that, in general, smokers had a low intention to quit tobacco use, indicating a significant loss for European public health. For example, in Hungary, Spain, Greece, and Poland, more than half of smokers were not planning to quit at all. Consequently, only a minority of smokers from these countries had made a quit attempt in the previous year. Only in England did almost half of smokers make a quit attempt in the previous year; in contrast, in the other countries, less than one-third of smokers reported making a quit attempt in the previous year.
Use of available cessation assistance was generally low across countries. Quitlines and local smoking cessation services were almost never used. Indeed, in Greece, Hungary, and Spain, quitlines were not used at all, which is likely to be a reflection of the absence of such services (in Greece there are no quitlines) or very low awareness and/or capacity of quitlines in Hungary and Spain (quitlines are available in a few regions within Spain). Furthermore, only very few smokers who visited a health professional reported having received advice about quitting in several countries sampled, including Poland, Hungary, and the Netherlands. Only in Romania and Greece did over half of smokers who were seen by a health professional report that they received advice to quit smoking.
Our results are similar to the results identified within the secondary analysis of the 2017 Eurobarometer data, in which it was noted that the majority of attempts to quit smoking in the EU are made without any cessation assistance. There was significant heterogeneity between EU countries with regard to the approach to smoking cessation and noted quit attempts; a fact that is closely linked also to implemented and comprehensive smoking cessation policies 19 . The findings of our study have several implications for policy and practice. First, an important target would be to motivate smokers to make quit attempts. In all countries except England, more than twothirds of smokers had not made a quit attempt in the past year and were also not planning to do so soon. Educational campaigns regarding the benefits of smoking cessation as well as policy interventions (e.g. taxation) may be important investments in countries where low rates of quitting intentions are reported 37, 38 . For example, in Greece where intentions to quit are lowest, smoke-free public place policies are not enforced by the government 39 . Second, it is important to promote the use of evidence-based cessation support among smokers, in particular those motivated to make a quit attempt. Previous research has shown that smokers may be unaware of the effectiveness of cessation methods or underestimate their benefits [40] [41] [42] , which might be reflected in the high prevalence of unassisted quitting 16, 43 . It is notable that the most popular cessation aids in our study were e-cigarettes, although the evidence for their effectiveness is modest. It is possible that this popularity is due to their consumer appeal and, prior to implementation of the European Union Tobacco Products Directive, much greater marketing of these products, which is less prominent for other aids in most countries. Increasing use of evidence-based smoking cessation aids is an important target for supporting short-and long-term cessation among smokers, and can be achieved by public health and policy-based interventions.
Third, our findings suggest that health professionals should play a more active role in the smoking cessation process 44 . Several barriers have been identified in previous studies, such as lack of awareness of effective methods, resistance against preventive tasks, communication with the patient, healthcare organizational factors, absence of remuneration for health professionals, and difficulties to apply appropriate frameworks [45] [46] [47] [48] . As a next step, more attention should be paid to research on how effective strategies can be implemented in order to find the best ways to improve the existing smoking cessation infrastructure in each country, in particular to reach younger smokers.
Fourth, quitting activity and use of cessation assistance was in general higher in England than in the other countries in our study. The National Health Service in England has made a large investment in cessation through the Stop Smoking Services, the National Centre for Smoking Cessation and Training, cost coverage for smoking cessation medication, and progressive tobacco policy initiatives. For example, West et al. 49 have shown that reimbursement for smoking cessation medication had a major impact on rates of medication use. It is important to examine whether and how specific measures that are implemented in England could be transferred to other countries, for example, promotion and education about the effectiveness of cessation assistance and the implementation of a national network of smoking cessation services, although recently there has been disinvestment in the services in England. Notably, a recent study with ITC 4CV1 data conducted in Australia, Canada, England, and the US, revealed that smokers from Australia, Canada and the US had even higher rates of advice to quit smoking than smokers from England 50 . This strengthens the conclusion that there is much more potential for many European countries to improve their smoking cessation infrastructure.
Fifth, we found that the subgroup of lower educated smokers needs specific attention as they made fewer quit attempts and had lower intention to quit. This is in line with previous research that identified low education smokers as particularly vulnerable and highly dependent 20, 21, 51, 52 . Educational campaigns to inform this sub-population of smokers about different methods for smoking cessation should be developed. In addition, measures to increase intention to quit among this sub-population of smokers should be implemented, and health professionals might be informed and educated that this group needs more intensive counseling and follow-up. Furthermore, health professionals should be trained to acquire specific skills to be able to support these smokers adequately.
Finally, several countries need to improve their cessation assistance systems to treat tobacco dependence in agreement with WHO FCTC Article 14 17 . For example, only England and the Netherlands conducted campaigns about smoking cessation in 2016. Furthermore, smoking cessation medication is reimbursed in only half of the countries in this study. Previous research has shown that low cost or free medication can trigger thoughts about quitting and increase the likelihood to make a quit attempt among all socioeconomic subgroups [53] [54] [55] [56] . Therefore, other countries should consider reimbursement of medication as well. It is also desirable that countries invest in the development of new strategies that are appropriate in times of mobile applications and social media, such as text messaging, digital interventions, or quit smoking apps. Use of such services could be much higher than, for example, telephone quitlines, particularly among younger smokers.
We acknowledge that this study mainly focused on measures that are included in FCTC Article 14 while other factors can also influence quit attempts and intention to quit, for example, the level of nicotine dependence, smokers' attitudes towards quitting, and social norms about smoking in a country 23, 57, 58 . Furthermore, tobacco control policies may affect smoking cessation, including taxation, display bans of tobacco products, smoking restrictions in public places, and mass media campaigns 59, 60 . Future research could therefore examine which factors in addition to the cessation aids infrastructure in a country are most important for the cessation process.
Limitations and strengths
First, it is important to note that the data of our study are cross-sectional, which means that no conclusions about effectiveness of use of cessation assistance can be drawn. Future research should longitudinally examine which assistance methods are associated with successful quitting in the separate countries, an approach that will be employed in the analysis of future waves of the ITC 6E Survey. Second, we could only include current smokers in our study, which means that our results probably underestimate the use of cessation methods and the number of quit attempts. Those who had used cessation methods were more likely to have successfully quit 9, 61 , and were thus not included. Third, there were differences between data collection (face-to-face vs web), and some survey questions differed between the EUREST-PLUS cohorts and the other two ITC cohorts in the Netherlands and England, which might have affected the comparability of country-specific results. Fourth, the study was limited to eight countries, and findings may not be generalizable to other European countries. Fifth, we did not ask about all evidence-based methods for cessation, for example, text-messaging interventions. Sixth, if we had applied more formal testing for significance, we would have corrected our analyses for multiple testing, which might have led to slightly different conclusions. Finally, we are reliant on self-report, and it is possible that there is a degree of forgetting and falsely attributing past efforts to the period asked about. However, we think it is likely that such recall bias would be similar across countries and that the comparison of differences between countries should not be affected. An important strength of the current study is that relatively large and representative samples of smokers from eight European countries could be analyzed and compared. This enabled us to measure and to interpret the findings of separate countries from a broader perspective than past studies.
CONCLUSIONS
With the exception of England, quitting activity was low among the eight European countries sampled, particularly among smokers with lower education. The highest rates of assistance use were found in England, where large investments in tobacco control and smoking cessation have been made over an extended period, although there is still significant room for improvement. Use of cessation aids among active smokers was very low in all other countries sampled. Furthermore, advice from health professionals about quitting and about e-cigarettes was low in most countries. The findings of this study document the need for efforts to increase support for cessation assistance and to increase awareness of the need for cessation among smokers in the EU, including efforts to motivate smokers to quit, particularly among smokers with a low educational background. These structural and educational supports for increasing cessation called for by the Guidelines for implementation of Article 14 of the FCTC are urgently needed, not only in the European countries included in this study, but throughout the EU and throughout the world.
